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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to follow the physician's order for one of three sampled 
residents (Resident 5), who had an order for one-to-one monitoring ([1:1] assigning a dedicated staff 
member to continuously observe and monitor a single resident to ensure their safety and well-being).This 
failure placed the resident at risk of not receiving the care and services necessary to maintain the residents' 
highest practicable physical, mental and psychosocial well-being.Findings:During a review of Resident 5's 
admission Record, the admission Record indicated Resident 5 was originally admitted to the facility on 
[DATE] and was readmitted on [DATE]. Resident 5's diagnoses included polyarthritis (a medical condition 
characterized by inflammation and pain in multiple joints) and unspecified dementia (a progressive state of 
decline in mental abilities), unspecified severity with other behavioral disturbance.During a review of 
Resident 5's Minimum Data Set ([MDS], a resident assessment tool), dated 5/19/2025, the MDS indicated 
Resident 5 had severe cognitive impairment. The MDS indicated Resident 5 required partial/moderate 
assistance (helper does less than half of the effort) for Activities of Daily Living (ADLs) such as eating and 
oral hygiene.During a review of Resident 5's Order Summary Report for 7/2025, the Order Summary Report 
indicated a physician order dated 7/22/2025 for Resident 5 to have 1:1 monitoring (reason not specified).
During a review of Resident 5's care plan titled Resident to resident altercation, patient hit another resident. 
dated 7/28/2025, the interventions indicated to provide safe and stress free environment, observe and 
monitor for any changes in behavior for 72 hours and notify the physician (PCP) for any significant changes, 
monitor episode of emotional distress for 3 days, 1:1 monitoring s/p (post) resident to resident altercation and 
3o minutes monitoring every shift for 3 days.During a review of Resident 5's Order Summary Report for 
7/2025, the Order Summary Report indicated a physician order dated 7/28/2025 for Resident 5 to have 1:1 
monitoring s/p resident to resident altercation and 30-minute monitoring every shift for 3 days.During a 
concurrent interview and record review on 7/31/2025 at 12:23 p.m. with Registered Nurse (RN) 3, Resident 
5's physician order dated 7/22/2025 and 7/28/2025, were reviewed. RN 3 stated Resident 5 had an order for 
1:1 monitoring on 7/22/2025 and an order dated 7/28/2025 which indicated 1:1 monitoring s/p resident to 
resident altercation and 30-minute monitoring every shift for 3 days. RN 3 stated Charge Nurses and the 
Director of Staff Development (DSD) should ensure all residents with orders for monitoring for 1:1 should 
have an assigned staff.During an interview on 7/31/2025 at 12:54 p.m. with the DSD, the DSD stated the 
facility did not assign staff to do 1:1 monitoring on Resident 5 on 7/26/2025 and 7/27/2025. The DSD stated 
Resident 5's progress notes did not indicate if Resident 5's behaviors were evaluated or if the PCP was 
called to clarify if the 1:1 order was still needed.During a concurrent interview and record review on 
7/31/2025 at 1:24 p.m. with the Director of Nursing (DON), Resident 5's Order Summary Report, dated 
7/28/2025, were reviewed. The DON stated residents on 1:1 monitoring should be reevaluated after 24 or 72 
hours for any safety concerns and re-evaluate if the 1:1 monitoring is still needed or not. The DON stated 
Charge Nurses should ensure residents with a 1:1 order was assigned to staff every shift. The DON stated 
the facility had no policy indicating that 1:1 monitoring orders should automatically end after 72 hours.During 
an interview on 8/1/2025 at 1:34 p.m. with the DON, the DON stated the facility staff should have reassessed 
Resident 5's behavior for any safety concerns and called the resident's PCP to update and verify if Resident 
5 would still require the 1:1 monitoring order.During a review of the facility's policy and procedure (P&P) 
titled, MR29 Physician Orders, dated 12/28/2022, the P&P indicated, the licensed nurse should confirm that 
physician orders are clear, complete, and accurate as needed. The P&P indicated treatment orders 
(essential for the proper care and management of residents, including medication administration, dietary 
restrictions, and other medical interventions tailored to the resident's specific needs and are crucial for 
healthcare providers to communicate these clearly and consistently to maintain the quality of care and 
compliance with medical standards) should include the duration of order (when appropriate).
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